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Paul Dietze, Anne-Marie Laslett, and Greg Rumbold
. . . the sudden surge in deaths among Victorian drug users last year signalled the
comeback of a forgotten killer now threatening a new generation of young people .
Herald Sun 23 April 1996, p . 41
The popular propaganda of the war on drugs has fed people's ignorance adding
further misery and distress to the disease of addiction .
The Age 6 December 1995, p . 10
Epidemiological research on drug use and harm aims to provide evidence
of the number of Australians who use drugs, and the consequences of this
use. While there have been considerable advances in drug epidemiology in
recent years, epidemiological evidence often serves as the base from which
the `drug problem' is periodically and somewhat predictably sensationalised
in Australia. For example, if we rely on media reports, `epidemics' of drug
use would have shattered Australia's entire social and moral fabric in the
1800s, not to mention almost every decade in the 1900s (except perhaps
the 1950s) . How can fear and exaggeration be separated from the real mis-
ery and distress that can accompany drug use? The information generated
through drug epidemiology can be used for these purposes, yet it is often
ignored-except when it supports ideologically derived policies and/or
positions. For example, a higher level of need for treatment of alcohol-
related problems, compared to treatment for other drug-related problems,
was apparent even in the early 1900s . In one of Australia's earliest drug
treatment centres, Lara, 205 `inmates' were institutionalised (for periods of
a year or more) for alcohol, and only five were there for a morphia or
cocaine-related problem . These data suggested that most of the treatment
costs were associated with treatment for alcohol problems, but it was mor-
phia (morphine) and cocaine that were the targets of legislative change
(Lone 1979) .
Epidemiology has been defined as `the study of the distribution and
determinants of health-related states or events in specified populations'
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(Last 1988)
. In the field of drug research the word `harm' is used to describe
the physical as well as psychological and social determinants and distribu-
tion of negative drug effects
. Drug-related harm includes mortality, mor-
bidity, and disablement due to illness and injury, but it also includes :
•
	
negative mental, emotional, and spiritual effects
• crime, imprisonment, and legal problems
• financial, work, and family difficulties
•
dependent states requiring treatment
• loss of productivity (as well as all the related social costs, both human
and economic, to the community of this harm) .
Epidemiology can also serve as a tool for examining the benefits of drug
use, such as in the case of moderate alcohol consumption . In this way drug
epidemiology is the study of the distribution and determinants of benefit
and harm
. To this end drug epidemiology is concerned with describing and
then analysing or linking patterns of benefit and harm with demographic,
biological, social, economic, behavioural, and genetic characteristics ofper-
sons in time and place
. The focus of most drug epidenology is on simple
description of patterns of use (with the assumption that exposure to drugs is
in-and-of-itself harmful) and actual harm .
This chapter provides an overview of the epidemiology of drug use in
Australia and related harms . It details available evidence that shows that the
harm associated with licit drugs is greater than that associated with illicit
drugs. After a brief introduction to the history, potential, and limitations of
drug epidemiology in Australia, available statistics on community patterns
of use of alcohol, tobacco, pharmaceuticals, and illicit drugs are presented
and their reliability considered . The associated harms are discussed and the
conclusion canvasses areas for future research .
Social surveys are the primary method used for measuring the preva-
lence of drug use in most countries . Some of the earliest epidemiological
surveys in the alcohol and drug area in Australia were of tobacco use among
secondary school students (NH&MRC 1969) and the first Australian
Bureau of Statistics National Health Survey conducted in 1977 (Australian
Bureau of Statistics 1977) included questions on alcohol and tobacco use .
Recently, National Drug Strategy Household Surveys (NDSHS; Australian
Institute of Health and Welfare 2002b) have provided details on both licit
and illicit drug use as well as demographic, health, and social factors, and
some (limited) outcomes associated with this use .
Although surveys' are widely used for measuring the prevalence of drug
use, they are inherently flawed . For example, survey data on alcohol con-
sumption dramatically underestimate the amount sold in the community
(for example, by 40 per cent ; see Midanik & Room 1992 ; World Health
Organization 2000) . The use of illicit drugs is even more likely to be
under-reported : survey respondents may withhold information because
they are fearful that if they admit to using illicit drugs (or even display their
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knowledge about them) they will be prosecuted and stigmatised, and most
surveys fail to access at-risk groups such as the homeless (Hser 1993) .
Recently, computerisation-and with it the ability to readily analyse large
data-sets such as those from drug-treatment centres, state coroners, general-
ist health services, and the police-has increased the potential of epidemi-
ology to monitor the harm associated with drugs over time, as well as the
harm associated with . drug use by particular groups in society . This has
enabled the collection of, for example, social statistics on alcohol and vio-
lence, and the numbers of people imprisoned for drug-related crime . Sur-
veys of special population groups and complementary research methods
also supplement general survey data of this type .
Epidemiology is not only descriptive but is also a fundamental analytical
tool. Indeed, epidemiological studies have become increasingly important
in the search for statistical evidence of increased or decreased risk associated
with drug use. For example, epidemiological research has been used to
identify links between alcohol and road crashes (Lloyd 1992) ; the spread of
hepatitis C and intravenous drug use (Crofts et al . 1993) ; the risk factors for
fatal and non-fatal heroin overdose (Darke et al . 1996, 1997, 2000) ; the
numerous harmful effects of tobacco smoking on health (English et al .
1995) ; and protective factors-for example, the effect of moderate alcohol
use in reducing the prevalence of gall stones and ischaemic heart disease
(English et al . 1995) .
In the areas of public health and treatment services, epidemiology is also
used to examine interventions and their outcomes, and to assist with the
development and evaluation of preventive and public health practices as
well as policy and legislative changes . Recently, for example, epidemiolog-
ical analyses have been part of the evaluation of the Living with Alcohol
Campaign in the Northern Territory (Chikritzhs et al . 1999b; Crundall
1993) and have been employed in a study of the relaxation of licensing laws
during the America's Cup Challenge in Perth, Western Australia
(McLaughlin & Harrison-Stewart 1988) .
Prevalence of licit drug use in Australia
Tobacco
Tobacco was limited and its production initially banned for a time after the
arrival in Australia by the British to ensure priority was given to production
of food crops. Soon however, smoking of locally grown and
imported
tobacco was commonplace. In nineteenth-century Australia
there were
reports that 70 to 90 per cent of men in some occupational groups smoked,
although women rarely did . Particular social and occupational groups were
likely to use certain types of tobacco. Aboriginal men and women
were
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introduced to, and then bribed and manipulated with, tobacco (as well as
alcohol) . Cigars were associated with wealth and status, snuff was used by
tailors to avoid dropping ash on their work and tobacco was chewed in
prisons to avoid detection (Walker 1984) . However, according to available
statistics compiled by Walker (1984) on the average annual consumption of
tobacco per head of population, consumption was generally lower in the
period prior to the 1900s than it was at the turn of the twentieth century .
From 1903 onwards, per-capita consumption rose fairly steadily until the
1950s, with the exception of the years during the 1930s depression and
during World War II when rationing was in place (Walker 1984) . The
prevalence of tobacco use (as opposed to per-capita consumption figures)
peaked in the years immediately following World War II (McAllister et al .
1991), although female smoking rates (see figure 3 .1) continued to increase
until the 1970s and then declined only gradually (Hill et al. 1988; Hill &
White 1995) .
Around 23 per cent of respondents in the 2001 NDSHS were classified as
smokers-a 2 per cent decline when compared with the results of the 1998
survey (AIHW 2002a) . This decline in prevalence over time was marginally
higher among males (2 .1 per cent) than females (1 .5 per cent; see figure 3.1) .
Figure 3
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A number of specific groups are more likely to consume tobacco . These
groups include young people, particular occupational groups, people with
less formal education, and Aboriginal people. A survey of Australian high
school students conducted in 1999 (Hill et al. 2002) indicates that around 30
per cent of 16- to 17-year-olds, and around 15 per cent of 12- to 15-year-
olds, were current smokers (at least one cigarette in the week prior to the
survey) . The figures for the 16- to 17-year-olds were unchanged from fig-
ures available for 1996, while the figures for the 12- to 15-year-olds were
significantly lower than the 1996 figures (around 17 per cent, Hill et al .
2002). The prevalence of smoking was also greater among labourers, the
unemployed, pensioners, people in home duties not stating previous occu-
pations, and tradespeople than it was among those in clerical and sales posi-
tions. In turn, clerical and sales people were also more likely to smoke than
people in professional and managerial positions (Hill & White 1995) . The
1989-90 National Health Survey found that about half the adult Aboriginal
population smoked, in comparison with under 30 per cent of the overall
adult Australian population, although more recent surveys indicate that the
prevalence of smoking among Aboriginal people is declining (AIHW 1995) .
Alcohol
Although Australian historians have suggested that Australians in the late
1700s and early 1800s were the biggest drinkers of all time, this assertion is
not able to be supported. After adjusting for age and sex, we know that they
were heavy drinkers, but then again so were the British and the Americans
of the 1800s, and Australians of the 1970s and 80s (Powell 1988) . In 1996,
Australia was ranked twenty-eighth in the world in terms of alcohol con-
sumption, with higher levels of per-capita consumption when compared
with the United States, but considerably lower levels than the majority of
central and southern European . countries (World Health Organization
1999). This represents a considerable fall in rank from seventeenth in 1991
(Commonwealth Department of Human Services and Health 1994a) .
Drinking patterns in Australia over time show a number of peaks and
troughs (see figure 3.2) . Australian per-capita consumption levels of alcohol
peaked in the 1830s, and in Victoria in the 1850s around the period of the
gold rush. In NSW there was also a smaller peak in the 1850s, after which
per-capita consumption dropped over the following 20 years, increased
again, and then reached a . low in the 1890s . This was followed by a small rise
and then a nadir in the 1930s, associated with the Depression and, some
would argue, the activities of the temperance movement . From the 1930s
per-capita consumption rose steadily to a peak in the 1980s, which almost
rivalled that of the 1850s, although not if the more balanced gender distrib-
ution of the 1980s is taken into account (women consume less alcohol than
men) . Since 1980 there has been a steady decrease in per-capita consumption,
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although the rate of decline apparently reached a plateau in the 1990s, with
figures for the 1995-96 financial year showing Australians drinking on aver-
age around 9 .0 litres of pure alcohol per person per year
(Catalano et al .
2001), with more recent figures showing a relative plateau in per capita con-
sumption rates since that time (Australian Institute of Criminology 2003)
.
































It is unlikely that the early data included here is as reliable as the more recent figures . However, it has been
included to provide some comparison with the more recent data .
Sources
: 1800-1830, Powell (1988) based on Butlin's (1983) figures for NSW ; 1830-1891, Dingle (1980), Vic-
torian and NSW figures adapted using conversion factors ; 1911-1987, Commonwealth Department of Human
Services and Health (CDHSH
; 1994a) figures for beer and spirits only; 1992-1996, World Drink Trends (2002) .
Australians have shown changes in drinking preferences over time . In
the eighteenth and nineteenth centuries, spirits, especially rum, were the
main drinks consumed . However, in the twentieth century beer became
the preferred drink (Lewis 1992) . Recent work suggests that beer con-
sumption fell in the 1990s (the main driver behind the fall
in per-capita
alcohol consumption described above) with wine, low-alcohol beer, and
spirit consumption levels remaining more stable or increasing over time (see
figure 3 .3) . In this regard, low-alcohol beers have also been substituted for
normal strength beers, and wine coolers and alcoholic lemonades
have
more recently been marketed towards younger drinkers .
-+-Powell-on Bullies 1800-30 figures
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Although estimates of per-capita alcohol consumption are useful, esti-
mates of the numbers of drinkers and how much they drink are best
obtained from surveying individuals about their drinking patterns . Findings
from the 2001 NDSHS suggest that 82 .4 per cent of adult Australians
(88 .9 per cent of males and 79 .1 per cent of females) are current drinkers-
a small increase on the findings from the 1998 survey (80 .5 per cent;
AIHW 2002a) . The category of `current drinker' includes all categories of
drinkers, ranging from chronic dependent drinkers to those who had a
single glass in the previous year . In order to obtain more useful categories,
the National Health and Medical Research Council (NH&MRC) of Aus-
tralia has developed guidelines prescribing levels of drinking that place peo-
ple at low risk, risky and high-risk for the development of alcohol-related
harm (NH&MRC 2001) . The measure used in these guidelines is the
standard drink, which is equivalent to 10 grams of pure alcohol (a `pot' or
`middy' of full-strength beer, a 100m1 glass of wine, or drinks containing a
30m1 `shot' of spirits). The guidelines stipulate two types of alcohol-related
harm: long-term harm. (for example, liver cirrhosis, cardiovascular disease)
and short-term harm (for example, injury, acute pancreatitis) . In relation to
long-term harm the NH&MRC guidelines stipulate that low-risk levels
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Figure 3.3
Per-capita consumption of alcohol (litres absolute alcohol) by beverage
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females respectively. Medium risk or `risky' levels are defined as 29 to 42
and 15 to 28 standard drinks per week for males and females respectively,
while more than 42 or 28 standard drinks per week are considered high-
risk for males and females respectively. In relation to short-term harm, the
NH&MRC guidelines stipulate that risky drinking for males is more than
six standard drinks, and for females more than four standard drinks, on any
one drinking occasion (see Table 8 .1, p. 105) . Estimates of the prevalence
of drinking according to risk level derived from the 2001 NDSHS suggest
that the majority (72.7 per cent) of Australians consume alcohol in a manner
that puts them at low risk for the development of long-term harm . Never-
theless, findings from this survey suggest that 7 per cent of respondents con-
sume alcohol in a manner that places them at medium risk of long-term
harm and 2 .9 per cent consume alcohol in a manner that places them at
high risk off long-term harm (AIHW 2002a) . This represents a small decline
on the figures available for 1998 (Heale et al . 2000). Further, 34 .3 per cent
of respondents indicated that they had consumed alcohol in a manner
placing them at risk of short-term harm in the year prior to the survey,
with 6.9 per cent indicating that they did so at least weekly (AIHW 2002a) .
Table 3.1 indicates that males are more likely to consume alcohol at
short-term risk and high-risk levels for long-term harm than females,
although females are slightly more likely to consume alcohol at risky levels .
People aged between 20 and 29 years appear to be the most likely to con-
sume alcohol at risky and high-risk levels for long-term harm as well as
risky levels for short-term harm (AIHW 2002a) .
Table 3 .1 Prevalence of alcohol consumption in Australia by risk level age and gen-
der, 2001
Source! Australian Institute of Health and Welfare (2002a)
Proportion
Age
of the population (per cent)
Level of risk 14-19 20-29 30-39 40-49 50-59 60+ All ages
by gender
Males
Low-risk 64 .0 77.1 81 .4 79.0 75 .8 71 .9 75 .6
Risky 6 .1 9 .5 5.8 6 .4 7.3 5 .4 6 .7
High-risk 2 .7 5 .0 3,1 3 .2 4 .3 2.6 3 .5
Short-term risk 29 .4 42 .4 28 .2 20 .6 16 .7 7.6 23 .8
Females
Low-risk 62 .1 75.4 78 .3 76 .5 73,3 66 .8 72 .7
Risky 8 .0 10.2 6 .3 7 .1 6 .6 4 .4 7 .0
High-risk 3.7 4,5 2 .5 2 .6 2 .9 1 .6 2 .9
Short-term risk 33 .0 36 .2 17 .6 13 .9 7 .6 2 .6 16 .9
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Pharmaceuticals
Pharmaceuticals are drugs intended for therapeutic purposes
. They may be
prescribed drugs-that is, where these drugs are formally prescribed by a
doctor-or over-the-counter drugs that may be bought without prescrip-
tion. Pharmaceuticals include drugs as ubiquitous as aspirin and those less
common, although more notorious, like methadone and the benzodi-
azepines. Both of the latter drugs are used by people who, in some cases,
may have procured them illegally on the black market or through visits to a
number of different prescribers (commonly termed `doctor shopping') .
Until the first decade of the twentieth century there were few restric-
tions on the sale of drugs and medicines, although Poisons Acts were passed
in the various British colonies prior to 1900 . These Acts prohibited the sale
of certain toxic poisons (primarily those associated with homicides) to
those under age 17, to those the vendor did not know, or to those from
whom the vendor had no `guarantee' . Importation of non-medicinal
opium was banned in 1905, and morphine, heroin, and Cannabis indica
(Indian hemp) were banned in 1910 . However, patent and proprietary
medicines were exempt . Control of therapeutic substances was tightened
_gradually over the following decades, although amphetamines were still
readily available in the 1950s and 1960s (Lonie 1979), and it is still possible
to obtain drugs such as pseudoephedrine in cough and cold tablets and
guarana from health food shops to combat drowsiness .
A large variety of psychoactive pharmaceuticals is prescribed by doctors
in Australia . For example, during 2001 there were over 1 .92 million sub-
sidised prescriptions for benzodiazepines (minor tranquillisers) issued in
Victoria alone, largely through the Pharmaceutical Benefits Scheme (Vic-
torian Department of Human Services in press) . Although the use and sale
of many psychoactive pharmaceuticals without prescription is now strictly
controlled, there is still the potential for incorrect prescription, and there is
also a black market in these drugs . Recent patterns of use in relation to
over-the-counter and prescribed pharmaceuticals (in particular prescribed
psychoactive drugs) in the Australian community are a little disquieting . In
the 1995 National Health Survey, 59 per cent of respondents reported having
taken some form of medication (here assumed to be for medically sanc-
tioned purposes) in the two weeks prior to the survey (a slight decrease on
the 64 per cent reporting such use in the 1989-90 survey) . Some 24 per
cent of the population reported having taken pain relievers, 26 per cent vit-
amin and mineral supplements, 10 per cent skin ointments, and 4 per cent
tranquillisers, sedatives, and/or sleeping medications (Australian Bureau of
Statistics 1999a)
. Females were more likely to report the use of use pain
relievers, vitamins or minerals, sleeping medications and tranquillisers or
sedatives than males and older people were more likely to report the use of
sleeping medications
. The age groups least likely to report having used
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medications in the prior two weeks were those in the age groups 5 to 14
and 15 to 24 years (Australian Bureau of Statistics 1999)
. In fact, the gender
and age patterns of reported use of pharmaceuticals (that is, higher preva-
lence among women and older people) are the reverse of those identified
for alcohol, tobacco, and the illicit drugs . The lack of research on harms
associated with pharmaceuticals is perhaps indicative of the low value given
to the health of women and older people . It may also reflect the insular,
protective nature of the medical and pharmaceutical industries .
The prevalence of non-medical use of pharmaceuticals was examined
in the 2001 NDSHS, with around 6 per cent of respondents indicating
that they had ever used pain-killers and/or analgesics for such purposes,
and 3.2 per cent of respondents indicating that they had used tranquillis-
ers/sleeping pills for such purposes . The reported use of other pharmaceu-
ticals (for example, methadone or other opioids) for non-medical purposes
was much lower. Further, changes in the manner in which questions were
asked about these drugs limits comparisons with previous survey years
(AIHW 2002a) .
Prevalence of illicit drug use in Australia
As indicated, problems with available survey data mean that it is difficult
to ascertain the extent of illicit drug use in Australia with any acceptable
degree of precision . Research in this area has shown that there are dis=
tinct cultures associated with the use of various illicit drugs, as well as
regional differences in patterns of use and preferred route of administra-
tion. Ethnographic research has proved useful in identifying the specific
social contexts and social networks within which illicit drug use occurs .
These techniques can also identify the symbolism and the meaning of
drug use within particular cultures, factors that influence patterns of
drug use, and any associated harmful consequences (see, for example,
Maher 1995) .
In spite of the limitations of population surveys with respect to measur-
ing the prevalence of illicit drug use, these surveys are widely used and
reported on. The available evidence from these surveys suggests that preva-
lence of the use of illicit drugs such as heroin and cocaine is considerably
lower than for licit drugs such as alcohol and tobacco . In addition, it
appears that these drugs tend to be restricted to particular sections of the
community that may be defined by specific cultures, age groups, socioeco-
nomic groups, or geographic regions
. The one possible exception here is
cannabis, which surveys suggest is the most commonly used illicit drug in
Australia and appears to be used by a wide section of the community
. The
results from various sources, including population surveys, suggest that
cannabis use in Australia increased through the 1970s and early 1980s, and
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has remained relatively steady since this time . Around 30 per cent of
respondents in general population surveys reported having tried the drug,
and around 10 to 13 per cent reported having used the drug in the 12
months prior to the survey (AIHW 2002a) . It appears that a large propor-
tion of young Australians have tried the drug. For example, 58 .9 per cent
(61 .6 per cent and 56.2 per cent for males and females, respectively) of the
respondents to the 2001 NDSHS aged between 20 and 29 years indicated
that they had ever used the drug. However, there is evidence that cannabis
use in this age group tends to be largely experimental and intermittent
(Donnelly & Hall 1994) . Interestingly, the available evidence suggests that
while there is considerable inter-state variability in the prevalence of
cannabis use, the use of the drug is no greater in South Australia or the
Australian Capital Territory, where the penalty for possession for personal
use results in civil rather than criminal sanctions, than in the rest of Aus-
tralia (ABCI 1996) .
Surveys of illicit drug use in the general population suggest that psy-
chostimulants (for example, amphetamine, cocaine, ecstasy) and hallucino-
gens (for example, LSD) are the most commonly used illicit drugs after
cannabis (see figure 3 .4), with around 4 to 9 per cent of respondents
reported having used these drugs at some time in their lives, and reported
use of all of these drugs appears higher among males than females (AIHW
2002a) . While there are limitations with available data, research findings
suggest that psychostimulant use has increased since the 1980s and these
drugs appear to be used primarily for recreational purposes (Australian
Bureau of Criminal Intelligence 1996) . The prevalence of psychostimulant
use among samples of injecting drugs users also appears to have increased in
recent years-apparently as a response to changes in the heroin supply in
Australia (Topp et al . 2002) . Psychostimulants such as amphetamines are
also used by persons who wish to stay awake for long periods of time, such
as long-distance truck drivers, shift workers, and students
. Significant use of
hallucinogens in Australia (including LSD and psylocibin mushrooms)
occurred during the late 1960s, and these drugs continue to be used by
some young Australians, particularly those involved in the `rave' and
`techno' scene (Hando et al. 1997) .
It appears that changes in youth culture are often associated with
changes in the use of illicit drugs, including the types of drugs used and the
context within which this occurs (see Chapter 9) . One example is the
development of the `rave' scene and the associated use of so-called
`designer drugs', such as ecstasy
. Within this dynamic situation there are
fluctuations in the popularity of particular drugs (for example, the emer-
gence of GHB ; see Degenhardt et al
. 2002) and the context in which they
are used
. One consistent trend that has been observed in recent years has
been the increasing tendency towards polydrug use (using two or more
drugs; Hando et al . 1997) .
4.4
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Figure 3 .4










' In 2001 respondents were asked if they had ever 'tried' these drugs as opposed to ever 'used' in previous years
Source: Australian Institute of Health and Welfare (2002a)
Despite considerable community concern, general population surveys
suggest that the prevalence of heroin use is low-typically around 1 per
cent in the 12 months preceding the survey (AIHW 2002a) . However,
while the use of heroin appears to be restricted to a relatively small propor-
tion of the Australian community, there was evidence of increased availabil-
ity and purity of heroin in Australia in the late 1990s that was followed by a
dramatic interruption to heroin supply in late 2000-early 2001 (commonly
termed the heroin `drought' ; see Topp et al . 2002) .
The epidemiology of drug-related harm
The use of licit and illicit drugs results in a range of harmful consequences
both for the individual user and the community in general
. The use of these
drugs is associated with drug dependence, a substantial number of deaths and
considerable illness, accidents, crime, social and family disruption, and vio-
lence. Some of these problems can arise through the occasional use of the
drug or as a result of continued long-term use. A major objective of much of
the research in this area has been to examine the relationship between drug
use and the harmful consequences of this use
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easier to identify and measure than others. For example, deaths from drug
overdose and drug offences are easily identified. However, other types of
harm, including social disruption, violence, and workplace problems, have
proven to be much more difficult to examine .
The prevalence of drug dependence can be measured through a variety
of means. The National Survey of Mental Health and Wellbeing, con-
ducted in 1997, is the only national representative survey in which the
prevalence of drug dependence has been captured (Hall et al . 1999). Fur-
ther, the characteristics of this survey (for example, response rate of 78 per
cent) mean that it is more reliable than other population surveys such as the
NDSHS. The findings of the National Survey of Mental Health and Well-
being with regard to 12-month prevalence of drug dependence (that is,
drug dependence in the 12 months prior to the conduct of the survey) are
detailed in figure 3 .5. This figure suggests that the prevalence of depen-
dence for the more widely-used drugs-alcohol and cannabis (3 .5 per cent
and 1 .6 per cent, respectively)-is higher than that found for other drugs
(Hall et al. 1999) .
Figure 3 .5









Source : Hall et al . (1999)
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Depending on available data, the measurement of dependent or prob-
lematic drug use can be undertaken through the application of a number of
statistical techniques (for example, capture-recapture ; see Hook & Regal
1995). With regard to heroin use, it has been estimated that there were
around 74,000 problematic heroin users in Australia in 1997-98 (Hall et al .
2000) . While there are differences in the definitions of problematic or
dependent use between data sources, this figure is considerably higher than
the 0.2 per cent (around 27,000 persons) prevalence found in the National
Survey of Mental Health and Well-Being. There have been no equivalent
attempts at the application of these techniques undertaken for other illicit
drugs in Australia .
Drug use is associated with a substantial level of mortality . In Australia
the vast majority of drug-related deaths result from use of the licit drugs-
tobacco and alcohol . It was estimated that in 1998 approximately 22,566
Australians died from drug-related causes (ignoring the protective effect of
alcohol), comprising about one-fifth of all deaths . Of these, 84 per cent
were due to tobacco, 11 per cent to "alcohol and 4 .5 per cent to illicit drugs
(Ridolfo & Stevenson 2001) .
There are very few deaths attributable to illicit drug use in Australia other
than heroin and/or other opioids . Opioid (most commonly heroin) related
deaths in Australia have increased since the 1970s, and despite considerable
fluctuations in annual rates there was a continuing upward trend in these
deaths evident through to 1999, with a peak of around 958 that was followed
by a decline to 725 in 2000 (see figure 3 .6)-the decline probably reflecting
the onset of the changes in heroin supply evident in 2000, commonly termed
the heroin `drought' (Dietze & Fitzgerald 2002 ; Topp et al . 2002) .
In other countries human immunodeficiency virus (HIV) is a major
cause of mortality and morbidity among injecting drug users (Davoli et al .
1997) . The prevalence of HIV among samples of injecting drugs users
varies dramatically from country to country (for example, 1 per cent in the
UK, 32 per cent in Spain ; see EMCDDA 2001 for more detail) . However,
in Australia the prevalence of HIV among injecting drug users has
remained relatively low in comparison to other countries, with HIV
prevalence among samples of injecting drug users well under 5 per cent
since the mid 1980s (National Centre in HIV Epidemiology and Clinical
Research 2001) .This comparatively low figure has largely been attributed
to effective prevention programs such as needle and syringe exchange .
Injecting drug users accounted for 12 per cent of all deaths following
AIDS in 2000 (National Centre in HIV Epidemiology and Clinical
Research 2001) . In contrast, the prevalence of hepatitis C infection among
injecting drug users remains a significant public health problem, with sero-
prevalence recorded at around 50 per cent in samples of injecting drug
users tested since 1996 (National Centre in HIV Epidemiology and Clini-
cal Research 2001) .
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Source : Degenhardt (2001)
A number of studies have demonstrated that a significant proportion of
illnesses requiring hospitalisation result from the use of drugs . For example,
in Victoria it has been estimated that approximately 4 per cent of hospitali-
sations are used to treat illnesses associated with the use of alcohol, tobacco,
or illicit drugs (Victorian Department of Human Services in press) . In Aus-
tralia as a whole, it was estimated that in 1998 there were around 141,000
hospitalisations attributable to drug use. Slightly less than 70 per cent of
these were due to tobacco use, one quarter due to alcohol use with only 6
per cent attributed to illicit drug use (Ridolfo & Stevenson 2001) . The dis-
tribution of hospital bed-days (a more sensitive measure of hospital resource
utilisation) across different drug types was similar (64 per cent tobacco, 30
per cent alcohol and 5 per cent illicit drugs ; Ridolfo & Stevenson 2001) .
Problematic drug use often results in the use of specialist drug treatment
services . In 1990 a national census of specialist drug treatment service agen-
cies was conducted to identify the characteristics of clients attending these
services . This was repeated in 1992, 1995, and 2001 . In the 24-hour census
conducted in 507 agencies in 2001 (see figure 3.7), around 35 per cent of
the clients of these agencies presented with alcohol-related problems,
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which represents a significant decrease on previous census years (Shand &
Mattick 2002) . The decrease in the proportion of clients presenting with
alcohol-related problems was driven by concomitant increases in those pre-
senting with opiate (39 per cent in 2001-up from 34 per cent in 1995)
and other illicit drug-related problems
. The increase in the percentages of
clients presenting with a problem associated with the use of cannabis or
amphetamines in 1995 was again noted in the 2001 census, with around 9
per cent of clients presenting with either a cannabis- or amphetamine-
related problem . Finally, the proportion of clients reporting injecting drug
use in the 12 months prior to the census increased from 33 .5 per cent to 47
per cent from 1990 to 2001 (Shand & Mattick 2002) .
Figure 3.7 Drug-using clients of specialist drug treatment by drug type . Census of
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Source: Shand & Mattick (2002)
There are various ways in which the use of licit and illicit drugs relates to
criminal behaviour
. There are a number of offences that are directly related
to the use of drugs
. Examples include drink-driving, the sale of alcohol to
under-age persons, and offences relating to the supply, production, distribu-
tion, or possession of illicit drugs
. There are also a number of offences in
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which the use of drugs may be a contributing factor . For example, some
property offences are thought to result from the offender stealing to support
a drug habit (Australian Bureau of Criminal Intelligence 1996) and alcohol
is often implicated in acts of violence . A number of studies have shown that
a significant amount of police resources and time are dedicated to investigat-
ing offences related to licit or illicit drug use . For example, Ireland and
Thommeny (1993) explored the involvement of alcohol intoxication in
street offences (assault, offensive behaviour, and offensive language) in Syd-
ney. In this study, 77 per cent of the incidents dealt with by the police were
described as alcohol-related and 60 per cent occurred in or near licensed
premises . In Australia as a whole, it was estimated that there were 8661 hos-
pitalisations resulting from alcohol-related assault in the 1998-99 financial
year-a rate of around 4 .6 per 10,000 persons (Matthews et al. 2002) . This
figure represents a dramatic underestimate off the extent of alcohol-related
assault in the community as many alcohol-related assaults do not result in
hospitalisation . For example, in Victoria alone there were 9207 `family inci-
dents' (typically domestic violence involving assault) attended by police in
which alcohol was described as either definitely (6457) or possibly (2750)
involved (Victorian Department of Human Services in press) . The number
of offences relating to the possession and supply of illicit drugs increased
steadily from the early 1970s (PDAC 1996) . A very high proportion of
arrests for illicit drugs involve cannabis (around 79 per cent) and, in spite of
policy rhetoric around targeting producers and suppliers, the majority of
those charged are consumers of drugs as opposed to producers . In 1995-96
it was estimated that there were slightly less than 100,000 arrests for offences
relating directly to illicit drug use across Australia (Australian Bureau of
Criminal Intelligence 1996) . The overall trends in arrests, for both consumer
and provider offences, for four major drug types over the financial years
1996-97 to 2000-2001 are detailed in figure 3 .8 .
There is evidence that drug use causes significant problems in the
workplace through accidents, absenteeism, and loss of productivity,
although further research is required in order to clarify the nature and
extent of these problems (Occupational Health and Safety Commission
1.992), There are other types of drug-related harm for which there is little
available information . These include the impact of drug use on social dis-
ruption and family problems .
The harms associated with the use of drugs impose a significant eco-
nomic cost on the Australian community. In recent times Collins and Lap-
sley (2002) have estimated the extent and nature of these costs . The model
they developed estimates tangible costs--such as health-care services, loss of
production, welfare costs, road accidents, and law enforcement-and intan-
gible costs (those that cannot be valued in a market) such as loss of life . The
costs of drug misuse in Australia were conservatively estimated at more than
$34.4 billion in 1999 (Collins & Lapsley 2002) .The study also showed that
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there had been a substantial increase in the total economic costs of drug
misuse between 1988 and 1992, and that approximately half of the costs are
potentially avoidable by appropriate public policies .
The harms associated with pharmaceuticals include not only those that
occur with the use of these drugs for recreational purposes (for example,
unintentional overdose), but also include dependence and misuse . Further
harms include those that result from poor prescribing practices (for exam-
ple, where practitioners take incomplete medical histories and prescribe
two or more drugs that should not be taken together) and even with appro-
priate prescription (for example, documented, unavoidable side-effects) .
There is evidence that indicates the misuse and side-effects of pharma-
ceuticals impose a substantial degree of harm on the community (Victorian






Melbourne ambulance attendances involving benzodiazepines occurred at a
higher frequency than ambulance attendances at heroin overdoses in the
2000-2001 financial year (2763 and 2104 for benzodiazepine and heroin
overdose attendances respectively ; see Victorian Department of Human
Services, in press) . Nevertheless, the extent of the harms associated with the
use of pharmaceuticals is not well understood .
Conclusion
Australians have been, and continue to be, enthusiastic consumers of psy-
choactive substances, particularly licit drugs such as tobacco, alcohol, and
pharmaceuticals. There have been, however, dramatic changes in patterns
of drug use over time . In recent years the rate of tobacco consumption
appears to have been declining. Problematic alcohol use and some of the
measurable harms associated with this consumption, such as cirrhosis and
road traffic injuries (and deaths), also appear to have declined . These
changes may be partly attributed to the economic conditions as well as
major public health initiatives and policies aimed at changing patterns of
use in the general population, such as drink-driving campaigns, tobacco
cessation programs, and taxation of tobacco and alcohol .
Patterns of illicit drug use are dynamic . They are influenced by cultural
factors, as well as market characteristics such as availability and price that are,
because of the illicit status of the drugs, largely outside of the realm of regu-
latory control . New drugs will continue to emerge while old drugs with
new meanings will be rediscovered . The popularity of illicit drug use, not to
mention the pressures in our society that influence drug use, will continue
to wax and wane. While there is little evidence of `epidemics' of illicit drug
use as measured by surveys of the general population, there have been con-
siderable increases evident in some of the major harms associated with the
use of certain drugs (for example, opioid overdose) . While there has been a
steady increase in cannabis use from the 1960s (although this appears to have
stabilised in recent years), other illicit drugs are used by only a small propor-
tion of the population . It is likely that many of the so-called epidemics of
illicit drug use that are regularly reported in the media simply reflect reac-
tions to changes in cultural and geographic patterns of use, which in turn are
exacerbated by the absence of accurate, objective data on illicit drug use and
harm. For example, the emergence of street-based heroin markets in various
jurisdictions of Australia provided a major focus for media discourse on what
constitutes the `drug problem' in Australia (Dietze & Fitzgerald 2002) .
With increasing attention being paid to the relationship between drug
use and its harmful consequences we are continuing to improve our under-
standing of the nature and extent of harm . Research has shown that drug
use results in a significant burden of suffering on individuals, families, and
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communities. For some time now there has been convincing evidence to
show that it is the licit drugs (tobacco and alcohol) that are responsible for
most of this harm . Tobacco, alcohol, and pharmaceuticals appear to be
associated with greater mortality and morbidity (and more violence, acci-
dents, and crime) than that which results from illicit drugs
. The drug that
is today associated with the highest economic costs, tobacco (Collins &
Lapsley 2002), was for most of Australia's history since 1788 regarded as
innocuous, and was even used as a remedy for some complaints and as a
way of pacifying the workforce (Walker 1984) .
Despite the progress made in drug-use epidemiology, a number of areas
need further development . More research is required into at-risk groups
(such as homeless people), the specific settings and moderating factors that
influence the safety of use, and the amount of harm
. Multidisciplinary
approaches (incorporating qualitative methods and other analytical tools) are
a necessary adjunct to epidemiology because epidemiology cannot provide
all of the definitive answers to questions surrounding drug use and associated
policy responses. Indeed, epidemiology often becomes a target for criticism
as it is more suited to highlighting problems than it is to sensitively evaluat-
ing solutions . Finally, it is incumbent upon drug epidemiologists to provide
a more realistic picture of drug use in the community through a proper con-
sideration of the benefits of responsible drug use, rather than the almost-
exclusive focus on harms evident in most current approaches .
Disseminating information to the general public about which drugs are
most harmful initially met with modest success . Results froze early surveys
conducted by the National Drug Strategy (and its earlier incarnation as the
National Campaign Against Drug Abuse) showed that successively greater
proportions of the population cited alcohol and tobacco as the drugs of
most serious concern for the community (NCADA 1993), although more
recent surveys have seen an increase in the proportion reporting heroin as
the major concern . Epidemiological data has impacted upon policy to such
an extent that the National Drug Strategy `recognises that alcohol and
tobacco are responsible for by far the most widespread public health prob-
lems' and that `alcohol is also a major contributor to violence and crime'
(National Drug Strategy Committee 1994)
. Yet, it is still problems with
illicit drugs that tend to grab newspaper headlines and catch the attention of
our politicians . For example, recent policy initiatives in relation to drugs in
Victoria have almost exclusively focused upon illicit drugs (Drug Policy
Expert Committee 2000a, 2000b
; Premier's Drug Advisory Council 1996) .
This suggests that, despite the objective evidence regarding the prominence
of licit drugs, reaction to drug issues in the public sphere will not always be
rational and reasoned, but will continue to be influenced by complex social,
moral, and historical forces
. In this context we should not expect the mis-
informed hyperbole of the `propaganda of the "war on drugs"' (see the
quotation that opens this chapter) to disappear in the near future
.
